Purpose. Obtaining informed consent is an essential skill in internal medicine (IM). The authors' informal observations and formal testing revealed deficiencies in residents' informed consent skills. This study evaluated how residents acquire informed consent skills and how informed consent skills are addressed in Canadian IM residency programs. Method. A questionnaire was delivered to all 16 IM program directors in Canada, asking how informed consent is taught and assessed. At the University of Saskatchewan IM residency program, residents were assessed through an objective structured clinical examination station, written examination, and a self-assessment questionnaire. Results. No consistent approach to teaching or evaluating informed consent skills exists within Canadian IM programs. Program directors and residents identified in-Other studies have documented incomplete disclosure of information by physicians. 6 -8 Clearly, the current practice of informed consent often fails Dr. McClean is associate professor of medicine and pathology and Dr. Card is associate professor of medicine
formal mentoring by residents as an important learning modality. Although residents performed well in discussing procedural indications and techniques, discussing risks was inadequate. Residents focused on general and minor risks but avoided discussing serious risks and had difficulty discussing the frequency of complications. Residents lacked a structured approach to assessing capacity and often assessed only comprehension. Residents were unfamiliar with concepts such as material risk, implied consent, and therapeutic privilege. Conclusion. Explicit training in informed consent skills is urgently needed. Informal mentoring must be recognized as an important training method for informed consent and supported by appropriate teaching and evaluation strategies to ensure that resident-instructors do so effectively. Acad Med. 2004;79:128 -133.
Informed decision making is a foundation of the ethical practice of medicine, applying to both decisions regarding the diagnosis and treatment of disease as well as to invasive diagnostic and therapeutic procedures. Traditionally, the term informed consent has been used to refer to patients' informed decision making, particularly in referring to invasive interventions.
Using the term consent may unintentionally convey to trainees that the desired outcome is the patient's acquiescence to the plan proposed by the physician rather than facilitating the patient's informed selection of the course of action that best aligns with their personal values. The literature documents failures of informed consent to adequately meet this goal of collaborative decision making in a variety of contexts. Physicians and patients sometimes view informed consent primarily as a legal exercise in risk management. [1] [2] [3] Pa-tients surveyed after having given informed consent often cannot recall or do not comprehend key information such as indications, risks, and alternatives. 4 Such deficiencies may result from a number of underlying problems. A survey of written surgical consent forms from five institutions in the Los Angeles area revealed that all required a high level of literacy-comparable to that required for reading a scientific journal or academically oriented magazine. 5 to fulfill its mandate to ensure informed, voluntary decision making by the patient.
Several studies have demonstrated the deficiencies of residents in obtaining informed consent for specific procedures or treatments. 9 -11 These deficiencies may be attributed to a variety of factors, including lack of awareness of procedural risks, poor communication skills in general, and lack of appropriate feedback on performance.
Canadian trainees in core internal medicine (IM) programs are expected to achieve competence in a variety of invasive procedures. Training in these procedures often occurs informally, with senior residents passing on knowledge and technical skills to junior residents. Instruction often focuses on technical aspects of the procedure, with little attention paid to the process and content of obtaining informed consent.
In the University of Saskatchewan IM residency program, observations of residents performing routine procedures raised concerns about the adequacy of their informed consent skills. This prompted us to undertake a formal assessment of their informed consent skills through an objective structured clinical examination (OSCE) station included in an examination held at the end of the first year of training. The OSCE evaluates core competencies residents are expected to achieve during their rotations through the clinical teaching unit, coronary care unit, and neurology. By this point in their training, residents have had fairly homogeneous experiences and have participated in a variety of procedures including lumbar puncture, thoracentesis, knee joint aspiration, paracentesis, and bone marrow aspiration and biopsy. The residents' performances in the OSCE station confirmed global deficiencies in informed consent skills. Before the examination, the informed consent station was piloted with senior residents whose deficiencies also raised concerns. In response, we undertook a more in-depth evaluation of the informed consent skills of the entire resident cohort and evaluated how we teach informed consent in our program. We also surveyed all Canadian IM training programs to determine how informed consent skills are taught across the country.
METHOD Program Directors' Survey
We surveyed the program directors at all 16 Canadian IM training programs using a written questionnaire. The questionnaire was handed directly to program directors at meetings of the Canadian Association of Internal Medicine Program Directors or sent to program directors by e-mail. Nonresponders were followed up by phone or e-mail. The questionnaire asked about teaching methods, estimated hours of teaching per year in informed consent, evaluation methods, personnel involved in teaching, and the program directors' opinions of their residents' skills in informed consent.
Residents' Assessment and Survey
Residents in the University of Saskatchewan internal medicine residency program were assessed through a written examination covering the principles of informed consent and an informed consent OSCE station. Two evaluators rated responses to written short-answer questions independently, and disagreement was resolved through discussion and consensus. The OSCE station required residents to obtain consent from a patient with suspected herpes encephalitis, with a scenario designed to raise the possibility of impaired capacity. Residents also completed a self-assessment questionnaire regarding their competence and comfort in obtaining informed consent in a variety of situations and how they learned informed consent skills.
RESULTS

Program Directors' Survey
Responses were obtained from all 16 IM residency program directors. Nine of the 16 directors reported their programs offered specific training in informed consent. Although a variety of teaching strategies were reported, all nine programs with specific training used case studies as a teaching method. Three programs used lectures and role play or practice sessions. One program used all three of these methods. Twelve of the 16 program directors recognized that informal mentoring played an important role in training informed consent skills. In six programs, informal mentoring was the only mechanism identified for training. One program neither had a formal teaching program nor recognized the role of informal mentoring.
Informed consent was taught by a variety of faculty. In most programs (n ϭ 13), departments of medicine faculty were involved, either through formal teaching or informal mentoring. Five programs used professional ethicists, and seven programs used faculty members with a special interest in ethics. Of programs using only informal mentoring (n ϭ 7), four used both faculty and resident mentors, two used only faculty mentors, and one used resident mentors.
Assessment of informed consent was most often done through informal observations of residents (eight of 16 programs). Seven programs had a specific assessment strategy, one used multiplechoice questions, and six used OSCE stations. Five of 16 programs reported no method of assesment.
Program directors evaluated the average level of ability in informed consent (excellent, good, adequate, marginal, or deficient according to specific descrip-tions) of the PGY-3 residents in their program. Table 1 shows the distribution of responses and definitions. Eight of nine directors of programs with formal training rated their residents as having adequate to good skills, compared with four of seven directors of programs without formal training.
Program directors were also asked to estimate the amount of teaching time per year spent addressing informed consent skills. In all, 14 program directors provided estimates of teaching time; responses ranged from zero to ten hours per year, with a mean of 2.1 hours per year. Several program directors indicated uncertainty about their estimates. Ethical issues relating to informed consent received the most attention in teaching, accounting for 42.6% of teaching time (range, 33% to 60%), 38.6% of teaching time addressed "how to do it" (range, 20% to 50%), and medical-legal aspects accounted for 18.6% (range, 10% to 33%) of time teaching. Table 2 outlines the results of these OSCE stations. Residents performed well discussing indications for the procedure, explaining the technique, and discussing generic risks (pain, bleeding, infection). They performed poorly in discussing major (potentially life-threatening or disabling) risks. Residents tended to avoid mention of such risks and had difficulty discussing the magnitude of risk. Residents rarely mentioned the possibility of failure of the procedure. In the lumbar puncture station, the case scenario was specifically de- signed to suggest the possibility of impaired capacity. Only 45% of residents spontaneously assessed any aspect of capacity and when prompted, none of the residents had a thorough, structured approach. In most cases, residents simply asked the patient if they understood the information provided (without actual verification of comprehension) or requested the patient to restate the information in their own words. Other aspects of capacity were rarely addressed. The academic half-day pretest included a written examination of informed consent concepts and a self-assessment questionnaire. The written component was administered to all available core residents and several subspecialty (PGY-4 and PGY-5) residents. Results are reported in Table 3 (ability to identify key elements of informed consent) and Table 4 (ability to define specific terms related to informed consent). Comparing the responses to these two questions reveals that, even when residents recognized key elements of informed consent (such as autonomy and capacity), their ability to provide an accurate definition of these concepts was limited. Few residents were able to provide correct definitions of terminology specific to informed consent (material risk, implied consent, and therapeutic privilege).
Residents' Assessment and Survey
Observing role models was the most common learning method reported. Role models were senior (PGY-3 or greater) or junior (PGY-1 or PGY-2) residents and faculty. One-on-one teaching by senior or junior residents or faculty was the second most important source of instruction. Lectures, small-group teaching, and self-study were rarely reported as a means of acquiring informed consent skills. Five of the 19 residents surveyed indicated that they had never received any instruction in informed consent.
Residents were asked to rate their level of comfort in obtaining informed consent in a variety of conditions and procedures using a visual analogue scale, with instructions to assume they had complete competence in the technical aspects of the procedure. The left anchor for the scale was "extremely uncomfortable" and the right anchor "completely comfortable." Responses are reported in Table 5 . Overall, residents were only moderately comfortable obtaining informed consent, even given fairly common procedures and scenarios. In most scenarios, residents' comfort levels increased with the duration of training, but this increase was generally modest.
DISCUSSION
Our survey of IM residency program directors revealed that teaching informed consent varies greatly across Canada. There is no standard approach or curriculum used to teach informed consent. A few programs have structured approaches, but a significant proportion has little or no formal teaching. The evaluation of informed consent skills also varies across the country, with less than half of Canada's programs formally evaluating informed consent skills. The key role of residents in teaching informed consent, as identified in our survey of residents, is likely underappreciated because only five of 16 program directors acknowledged their residents' role in teaching informed consent skills.
Observations of our residents revealed that they often failed to discuss serious risks of procedures. Residents may have been unaware of some of the serious (but uncommon) risks, or they may have been concerned that anxiety generated by disclosing such risks would prompt the patient to refuse the procedure. Residents may see a patient's refusal to consent to a procedure as a failure on their part to complete an assigned task ("obtain informed consent"), rather than as one potential outcome of a patient's autonomy (through informed decision making).
Residents also lacked understanding of key terminology and concepts in informed consent and, when presented with specific consent tasks in a variety of contexts, were only moderately comfortable with their abilities to obtain informed consent. Our study demonstrates significant gaps in the teaching and assessment of informed consent knowledge and skills. Because our IM program is relatively small, (eight to 11 residents per postgraduate year) it is not possible to make significant comparisons from year to year. Although the survey of program directors raises broader concerns, we did not directly assess residents in other programs. Information collected from both program directors and residents was often based on recall and is, therefore, subject to bias. Although these factors may limit the conclusions that can be drawn from our study, evidence of a standard approach to teaching or evaluating informed con-sent within IM training programs is lacking. The lack of attention to preparing residents to teach informed consent skills to junior colleagues is of particular concern because mentoring and instruction by residents appears to play a key role in learners' acquisition of competency in informed consent. Our study, along with others reported in the literature, demonstrates the need for enhanced training in informed consent with an emphasis on collaborative decision making between physicians and patients. One of the key deficiencies our study identified was a failure to address serious procedural risks, a finding also noted by Huntley et al. 9 in a study of consent for colonoscopy obtained by junior house officers. Their study found that one third of junior house officers failed to discuss the serious risks of colonoscopy, and they attributed this failure to their lack of awareness of these risks. Residents need to be adequately informed about the risks of procedures for which they obtain consent-information that is not always available in a readily accessible format.
Our study also found that residents receive little formal assessment of and feedback on their informed consent skills. Kondo et al. 11 document that residents significantly overestimate their performances in key aspects of informed consent. Failing to evaluate and provide formative feedback makes it difficult for residents to be aware of their own deficiencies and remedy them.
Our study and others in the literature point out the urgent need for enhanced teaching of informed consent skills in postgraduate training programs. Such teaching must be supported by an effective strategy for regular formative feedback and accurate summative evaluation to help residents achieve a high level of competence. Because residents themselves play a key role in passing on informed consent skills from one cohort to the next, it is critical that they be equipped not only with the knowledge and skills to obtain informed consent but also with the knowledge and skills to be effective mentors and evaluators of junior colleagues. Teachers' limited skills in informed consent perpetuate deficiencies. Lack of robust evaluation systems allow these deficiencies to go unremedied and leave graduates ill-prepared to address issues of informed consent in their own practices.
